resistance being strikingly lower in an oncology hospital than in a geriatric unit."
Among strains of E coli, Busk and Korner reported a resistance of 2-5% in Denmark in 1976-7 before trimethoprim was in clinical use," and Hamilton-Miller et al reported 7-1 %1, resistance in Britain in 1978-9.8 Our present figure in the university hospitals is 4-1-6 2%.
To facilitate comparison of the results obtained in different countries, MIC breakpoint values should be uniform. A value of 8 mg/l is best for trimethoprim, based on concentrations achieved in the urine and kidney after therapeutic doses. Using a breakpoint of 2 mg/l (as used by some workers 8), we found a total resistance (Pseudomonas excluded) of 42.9% in Turku City Hospital, 15-3%/ in Turku University Central Hospital, and 12-2%/1 in the Kuopio University Central Hospital. An MIC of 1000 mg/l is used only to define highly resistant strains, which usually show plasmid-mediated resistance.
Resistance to trimethoprim was transferable in about half of our highly resistant E coli strains (unpublished observations). Most of the strains with transferable resistance were collected from Turku City Hospital. Hamilton-Miller et al reported transferability in 25%`of strains highly resistant to trimethoprim8; however, the type of wards was not explained.
Our findings call for attention in defining the type of hospital used for a particular study and show that bacterial resistance in different hospitals cannot be compared direct and that one hospital is not representative of a whole country. Secondly, our study shows that the total prevalence of strains resistant to trimethoprim > 8 mg/l in two large university hospitals in different parts of Finland is around 8-6-12-2%. standardised mortality ratios, we also calculated proportional mortality ratios based both on all deaths and on all deaths from cancer. As the findings were similar with each approach, the results in this paper are described using standardised mortality ratios only.
We intend to produce an atlas of mortality by cause from these data for the 1366 local authority areas, and we give some examples here. So far we have analysed deaths which occurred during the period of the eighth revision of the ICD (1968-78) using the boundaries and population figures as at the 1971 Census, and have concentrated on malignant neoplasms.
We are also collecting historical and current environmental data so that we can search for interrelations with the mortality rates. In particular, data about the employed population by place of residence according to the industry in which they work are being related to death rates from cancer.
Age standardisation of rates was carried out by the indirect method, producing standardised mortality ratios (SMRs). SMRs are for all ages and were evaluated for statistical significance using the standard test based on the Poisson distribution. Pleural mesothelioma and nasal cancer were chosen deliberately from tumours with relatively low incidence for which maps of mortality rates had not been produced previously. Also they are cancers for which aetiological influences are known and there are large associated relative risks. Bladder cancer has a higher incidence, but earlier maps were limited to larger areas. Fig 3 shows Table I shows the industries found to be large employers in three or more of the five areas.
There was no industry for which all five places were in the top tenth. Tailoring of women's garments, however, was common to all except Wycombe Rural District, and a risk of nasal cancer in the tailoring and dressmaking industry has been suggested previously.12 Two industries were relatively large employers of men in three areas -namely, the furniture and upholstery industry and the production of leather goods. The first of these is mentioned above and the second is associated with the boot and shoe industry.
We are also studying the mortality data by focusing on the disease profile of individual local authority areas, rather than examining the geographical profile of each cause of death. 
Discussion
Our studies indicate that a detailed geographical analysis of mortality can detect associations between cancers and known carcinogens. Despite known limitations in the accuracy of death certifications, the results depict patterns that point to industrial carcinogens which are known to play a part in the aetiology of these tumours. Thus in respect of pleural mesothelioma wellknown areas of high usage of asbestos in the relevant past are clearly identified and a cause effectively mapped. Furthermore, if analysis is limited to deaths under the age of 75 similar findings emerge.
Mortality statistics by area have also been criticised because comparisons might be biased through the effects of betweenarea migration. Remarkably, however, our maps closely reflected the exposure to the aetiological agent some two decades or more previously. Migration from one area to another between the time of action of the carcinogens and death from the tumour had not been enough to obliterate the patterns.
Nevertheless, the test of the method is whether it will lead to the detection of unknown carcinogens. The original suggestion that adenocarcinoma of the nose and nasal sinuses might be related to work in the furniture industry came from an astute clinical observation by Hadfield and Macbeth, ENT surgeons in High Wycombe and Oxford, respectively."3 During the subsequent epidemiological study in the region covered by the Oxford Cancer Register another focus of high incidence was noted in Northamptonshire, which happened to lie within this area and where there was no major furniture industry. Further detailed evidence disclosed an association with working in the An atlas of cancer mortality for the United States identified previously unrecognised areas of high mortality for cancers of various sites.'6 Some of these relate to the action of known carcinogens, such as asbestos or the use of tobacco snuff inside the mouth.'7 8In other cases the geographical pattern has led to new hypotheses, which are being tested. One difficulty, of course, is that, as a result of the large number of relations that will be examined, many associations will be suggested. Some of these will be false-positive leads due either to chance or to the effect of confounding variables, and caution will be needed in the choice of which leads to pursue.
We intend, as a next step, to produce an atlas of cancer mortality for England and Wales along the lines of that published for the United States." We have obtained the national grid co-ordinates of the boundaries of the 1366 local authority areas from the Department of the Environment on magnetic tape, and propose to use the computer to draw maps. Initially these will be based on the pre-1974 boundaries, but when 1981 Census population figures become available for the new boundaries it will be possible to study these also. There are interesting questions to be answered about how to display the numerical value, ranking, and statistical significance of the death rate in a local authority area, as well as possibly its size and population.
The pattern of mortality within each local authority area may also be enlightening. If anatomically or physiologically related sites show raised SMRs then a common local cause might be suggested. On the other hand, if a diverse collection of cancers have raised SMRs then plausible leads may not be so apparent. The routine data, combined with acquired local knowledge and insight, might be helpful in either case. In a situation such as shown in table II there are suggestions that women exposed to asbestos have higher rates of ovarian cancer as well as peritoneal mesothelioma,9 20 and we are investigating occupations of women in Weymouth in the past. The apparent excess of deaths from cancer of the ovary in women exposed to asbestos may be an artefact resulting from misdiagnosis of deaths due to peritoneal mesothelioma: we are investigating this. An extension of the use of disease profiles would be to group together areas with similar profiles and then examine the areas within groups for sharing of possible exposure to causal factors.
The maps and relations should be regarded only as giving clues to possible causative factors. Further studies, in which information on individuals is collected, will be necessary to follow ideas highlighted from the geographical pattern: several of these are planned.
(in press).
(Accepted 7 December 1981) MEDICINES APPROPRIATED TO THE STOMACH-By stomach, I mean that ventricle which contains the food till it be concocted into chyle. Medicines appropriated to the stomach are usually called stomachicals. The infirmities usually incident to the stomach are three. 1. Appetite lost. 2. Digestion weakened. 3. The retentive faculty corrupted. When the appetite is lost, the man feels no hunger when his body needs nourishment. When digestion is weakened it is not able to concoct the meat received into the stomach, but it putrifies there. When the retentive faculty is spoiled the stomach is not able to retain the food till it be digested, but either vomits it up again, or causes fluxes. 
